OBJECTIVE: Among HIV-infected pregnant women enrolled in PROMISE 1077BF/1077FF, antenatal antiretroviral therapy was associated with higher preterm birth (PTB) compared to zidovudine alone, when determined by New Ballard Score (NBS). In a subset of PROMISE participants, we evaluated the performance of NBS against a gold standard of ultrasound-based dating. STUDY DESIGN: PROMISE was a multi-country trial that compared different evidence-based antiretroviral strategies to reduce vertical HIV transmission and improve maternal health. Some enrolling sites-mostly from South Africa, Uganda, and India-provided obstetric sonography as part of the standard of care, while others did not. PTB was defined as birth <37 weeks gestation, and then secondarily at thresholds of <34 and <32 weeks. To assess the diagnostic performance of NBS for PTB (relative to ultrasound), we calculated the sensitivity, specificity, positive predictive value, and negative predictive value. In sensitivity analyses, we considered only those participants with dating ultrasounds performed <24 weeks gestation. RESULTS: Among 3,423 enrolled HIV-infected pregnant women, 724 (21.1%) singleton pregnancies had NBS and ultrasound data. Of these, 353 (48.7%) had ultrasounds performed <24 weeks gestation. The median gestational age at the time of ultrasound was 24.0 weeks (IQR: 19.0, 28.8), and the median gestational age at entry based on ultrasound was 25.5 weeks (IQR: 20.4, 30.7). The proportion of births categorized as <37 weeks was higher when ultrasound was used compared to NBS (18.2% vs. 15.3%), though this difference diminished when confined to women in whom ultrasound was performed <24 weeks (18.4% vs 17.8%). The NBS was highly specific (92.1%) but not sensitive (48.5%) at correctly classifying PTB <37 weeks compared to ultrasound. This finding remained consistent at PTB thresholds of <34 weeks (sensitivity: 28.9%; specificity: 99.4%) and <32 weeks (sensitivity: 40.0%; specificity: 99.7%). We observed a similar pattern among participants with ultrasounds performed <24 weeks gestation (see Table) . CONCLUSION: Across different PTB thresholds, the NBS is a highly specific, but poorly to moderately sensitive tool for identifying PTB. Where ultrasound is not routinely available, NBS alone may significantly underestimate the frequency of PTB. Accurate determination of gestational age at birth can decrease the burden of perinatal morbidity and is urgently needed in many resourcelimited settings.
OBJECTIVE: Among HIV-infected pregnant women enrolled in PROMISE 1077BF/1077FF, antenatal antiretroviral therapy was associated with higher preterm birth (PTB) compared to zidovudine alone, when determined by New Ballard Score (NBS). In a subset of PROMISE participants, we evaluated the performance of NBS against a gold standard of ultrasound-based dating. STUDY DESIGN: PROMISE was a multi-country trial that compared different evidence-based antiretroviral strategies to reduce vertical HIV transmission and improve maternal health. Some enrolling sites-mostly from South Africa, Uganda, and India-provided obstetric sonography as part of the standard of care, while others did not. PTB was defined as birth <37 weeks gestation, and then secondarily at thresholds of <34 and <32 weeks. To assess the diagnostic performance of NBS for PTB (relative to ultrasound), we calculated the sensitivity, specificity, positive predictive value, and negative predictive value. In sensitivity analyses, we considered only those participants with dating ultrasounds performed <24 weeks gestation. RESULTS: Among 3,423 enrolled HIV-infected pregnant women, 724 (21.1%) singleton pregnancies had NBS and ultrasound data. Of these, 353 (48.7%) had ultrasounds performed <24 weeks gestation. The median gestational age at the time of ultrasound was 24.0 weeks (IQR: 19.0, 28.8), and the median gestational age at entry based on ultrasound was 25.5 weeks (IQR: 20.4, 30.7). The proportion of births categorized as <37 weeks was higher when ultrasound was used compared to NBS (18.2% vs. 15.3%), though this difference diminished when confined to women in whom ultrasound was performed <24 weeks (18.4% vs 17.8%). The NBS was highly specific (92.1%) but not sensitive (48.5%) at correctly classifying PTB <37 weeks compared to ultrasound. This finding remained consistent at PTB thresholds of <34 weeks (sensitivity: 28.9%; specificity: 99.4%) and <32 weeks (sensitivity: 40.0%; specificity: 99.7%). We observed a similar pattern among participants with ultrasounds performed <24 weeks gestation (see Table) . CONCLUSION: Across different PTB thresholds, the NBS is a highly specific, but poorly to moderately sensitive tool for identifying PTB. Where ultrasound is not routinely available, NBS alone may significantly underestimate the frequency of PTB. Accurate determination of gestational age at birth can decrease the burden of perinatal morbidity and is urgently needed in many resourcelimited settings. OBJECTIVE: Limited or uncertain availability of nutritionally adequate and safe food, known as food insecurity, has been associated with obesity and other adverse health outcomes, but has been rarely studied in the obstetrical context. Food insecurity may negatively affect behavioral and physiological changes during pregnancy and may be associated with poor perinatal outcomes including gestational weight gain (GWG). Our objective was to study the association between food security and GWG. STUDY DESIGN: Observational cohort study of postpartum Englishspeaking women who delivered live-born singletons at 24 weeks at a single tertiary care center. During their postpartum hospitalizations, enrolled women completed a survey of food security status during pregnancy using the USDA Household Food Security Survey Module. Scores were analyzed as adequate (high) versus inadequate (marginal, low, or very low) food security. Women without available pre-pregnancy body mass index (BMI) and GWG data were excluded. The primary outcome was total GWG. Secondary outcomes included GWG classified as inadequate, adequate, or excessive based on 2009 National Academy of Medicine guidelines, which account for BMI. Multivariable linear and multinomial logistic regressions were performed to assess the independent associations of food insecurity with GWG. RESULTS: Of 297 women enrolled in the study, 11.1% (N¼33) reported inadequate food security. Women with inadequate food security were younger (p¼0.007), had a greater mean BMI (p<0.001), and were more likely to be non-Hispanic black or Hispanic (p<0.001) and publicly insured (p<0.001). They were less likely to be employed (p<0.001). Women with inadequate food security also had fewer prenatal visits (p<0.001) and were less likely to initiate prenatal care in the first trimester (p<0.001). The primary outcome, median total GWG, was lower for women with inadequate food security (9.2 kg, IQR 8.2, 14.1) than women with adequate food security (13.9 kg, IQR 10.5, 16.7) (p<0.001), but this difference did not persist when controlling for potential confounders including prepregnancy BMI (b -2.4, 95% CI -4.8 to 0.1). The proportion of individuals with adequate GWG did not differ by food security status (Table) . CONCLUSION: In this diverse, urban population, more than 1 in 10 women experienced food insecurity during pregnancy. However, inadequate food security was not associated with GWG after accounting for potential confounders. OBJECTIVE: It is acknowledged that newborns delivered by AfricanAmerican and Hispanic women have a higher rate of adverse neonatal outcomes than Non-Hispanic White women. Whether these axioms are applicable to neonatal morbidities in the late preterm period is uncertain. Thus, we sought to compare neonatal morbidities among women of different race/ ethnicities at risk for preterm delivery (PTD) in the late preterm period. STUDY DESIGN: This was a secondary analysis of Maternal-Fetal Medicine Units Antenatal Betamethasone for Women at Risk for Late Preterm Delivery (ALPS) trial. Inclusion criteria were nonanomalous, singleton, live births at 34-36 weeks, with known maternal race and ethnicity of non-Hispanic White, non-Hispanic Black, and Hispanic. The primary outcome was a composite of the following outcomes: mechanical ventilation, ECMO, severe respiratory complication, respiratory distress syndrome, sepsis, bronchopulmonary dysplasia, intraventricular hemorrhage grade 3 or 4, NEC stage 2 or 3, pneumonia, stillbirth, or neonatal death <¼72 hours. Multivariable Poisson regression models with robust error variance were used to examine the association. Adjusted relative risk (aRR) with 95% confidence intervals (CI) were calculated. RESULTS: Of the 2827 women included in the parent trial, 2168 (77%) met the inclusion criteria of this study: 42% were nonHispanic White, 27% were non-Hispanic Black, and 31% were Hispanic. Compared to Non-Hispanic White women, Non-Hispanic Black and Hispanic women had a lower risk of composite neonatal morbidity, overall and in some gestational age subgroups (Table) . The main contributing factor to this reduced neonatal morbidity was significantly higher rates of mechanical ventilation, severe respiratory complication, and respiratory distress syndrome among NonHispanic White women. CONCLUSION: Newborns delivered at 34-36 weeks by non-Hispanic white mothers had a significantly higher rate of CNM than those delivered by mothers of other race and ethnicity. These disparate findings should prompt revisiting the alleged racial and ethnic disparities in preterm neonatal morbidities and is useful for planning trials and counselling women at risk for late preterm birth.
